BETWEEN July 1950 and the end of 1958 BCG vaccine was given to 664 persons attending the Lewes Chest Clinic, which serves a mixed urban and rural population of some 50,000 persons. Of those vaccinated 642 were under the age of 16. Follow-up to the present time has been carried out wherever possible-though 90 of the 664 have left the area at varying intervals following vaccination.
None of those vaccinated has, so far as is known, contracted tubercle.
Reversion to tuberculin anergy has occurred in 30 cases-in 8 cases only after five or more years of allergy, and in 7 cases after two years or less. Inadequate vaccination is thought to be the cause of 2 of the cases where there was only a short-term conversion period: in the other cases no explanation has been found.
The only complication encountered has been enlargement of regional lymph nodes. That occurred in 22 children, of whom only 5 required treatment. No constitutional upset was seen after vaccination.
There was a family or a close contact history of tubercle in 643 of the cases and 113 of those vaccinated came from homes where there had recently been an infectious case. 29 of the vaccinees were exposed to infection after immunization.
As nearly all the child contacts attending the clinic were vaccinated, there has been no adequate unvaccinated group to serve as controls. Primary tubercle has been found amongst the unvaccinated few, however, and it is considered that BCG vaccination has been a useful and simple protective measure.
Pathology of Ifantile Hypertrophic Pyloric Stenosis
THs enquiry was stimulated by the apparent ignorance of the cause of infantile hypertrophic pyloric stenosis. The macroscopic anatomy (Hirschsprung, 1888) , the clinical course, and the management are well understood. The modern operative treatment is that of Ramstedt (1912) , guided by Nicoll (1906) and Fredet and Dufour (1908) . The results of treatment are very good.
Material. -From August 1955 until April 1959 pyloromyotomies were performed at the Royal Alexandra Hospital without a death. In one of these cases the diagnosis was not confirmed at operation, but the vomiting was relieved, as in a case reported by Cameron (1925) . In one further case the diagnosis was proven, but no operation was performed. Biopsy was done in 28 cases, and the segments of the abnormal pyloric muscles were examined.
Post-mortem material has not been available, and such museum specimens as have been examined have been too old to show cell structure.
The normal pylorus.-Cunningham (1906) described well the normal pyloric musculature. The longitudinal coat is uniformly dispersed around the pyloric canal. The more superficial fibres continue over the pyloroduodenal junction, but the deeper fibres leave the surface, penetrate the pyloric sphincteric ring in distinct fasciculi, and end in the bundles of the inner circular coat, or deep to them. The inner coat is a concentra-tion of the circular muscle fibres of the stomach in the length of the pyloric canal, a concentration comparable only to the arrangement of the internal sphincter of the anus. There is no continuity between the circular muscle of the stomach and of the duodenum.
Muscular co-ordination is maintained by Auerbach's myenteric plexus of nerve fibres and ganglia, which lies between the longitudinal and circular muscles. The development of this plexus has been examined by Friesen et al. (1956) . At the 12th week of foetal life there is a continuous layer of immature nerve cells, which by the 26th week is organized into definite ganglia. The nerve cells are still immature, but a few show vesicular nuclei. Mature nerve cells do not appear until two to four weeks after birth; these are recognized by their abundant cytoplasm, prominent cell and nuclear membranes, and distinct nucleoli.
The abnormal pylorus.-The biopsies were taken during Ramstedt's operation by incising the muscle parallel to the pyloromyotomy, and deepening this to meet the original incision as near the submucous layer as possible. Biopsy included the two layers of muscle and the enclosed Auerbach's plexus.
The gross hypertrophy of both muscle layers was well shown-a true hypertrophy due to overwork.
